Surgical Aspects
Carcinoma of the ovary is becoming the new challenge to those whose responsibility it is to treat gynmcological malignancies. Improved methods of diagnosis of carcinoma of the cervix are, in some parts of the world, considerably reducing the magnitude of this previously large problem and in some areas more women are dying of ovarian cancer than of cervical lesions.
The studies of Graham & Graham (1967) in Buffalo, USA, on the diagnosis of early ovarian cancer have shown that in the case of pseudomucinous cyst adenocarcinomas and serous cyst adenocarcinomas a pre-invasive stage exists. This led them to introduce their technique ofcul-de-sac puncture to obtain fluid from the posterior fornix which is then examined cytologically. It has been known for a long time (Way 1951) that many ovarian cancers are preceded in their clinical appearance by a history of epigastric pain and discomfort and it is not uncommon to find that women referred to gynicological departments with malignant ovarian tumours have previously been investigated for eighteen months to two years with numerous series of barium meals and cholecystograms, all of which had proved negative.
I have recently seen two cases of benign ovarian tumours, both quite small, giving the same clinical history and it is my belief that all such patients should be referred to a gynecologist for pelvic examination and that this group of women could be submitted to cul-de-sac puncture and may well form a fruitful group from which to detect early carcinoma of the ovary.
Since the germinal epithelium from which these tumours arise is modified peritoneum, ovarian cancer is potentially a carcinoma of the entire peritoneal cavity and, unfortunately, many prove to be so when subjected to laparotomy. I would make a special plea for radical treatment of early carcinomas when they are discovered at laparotomy. A unilateral ovarian cancer is an indication for total hysterectomy and bilateral salpingo-oophorectomy and, for the women in whom an apparently simple tumour is removed from one ovary which on histological examination shows malignant changes, I would recommend immediate re-opening of the abdomen and removal of the uterus and the other ovary.
Advantages have been claimed for leaving the uterus in cases of ovarian cancer to act as a radium container but since the dose of radiation which can be delivered to the pelvis by such means is relatively small compared to the dosage which can be delivered by modem radiotherapeutic apparatus, this technique must now be regarded as outdated.
Cancer of the ovary is the worst indication for pelvic exenteration, yet from time to time an occasionally suitable case may be seen, belonging to that small group of tumours of low malignancy which tend to recur at long intervals after primary treatment and are confined to the pelvis where they involve the bladder or the rectum or both.
It must be obvious that in treating carcinoma of the ovary we must frequently be in close liaison with other disciplines such as radiotherapy and chemotherapy. In general, if a pelvic cancer cannot be removed completely it is better to treat it by some means other than surgery, but cancer of the ovary is an exception: even if all the tumour cannot be removed and no other treatment is contemplated, the patients are generally much more comfortable in their remaining days than if nothing is done at all. The less tumour the radiotherapist or the chemotherapist has to attack the better and, if either of these disciplines is to be employed, we should remove as much tumour as possible, thus giving the radiotherapist or chemotherapist the advantage of not having too large a mass to treat.
Occasionally complete removal of the primary tumour can be accomplished but multiple metastases too small to feel are left behind in the abdomen. The assessment of the progress of such cases with either radiotherapy or chemotherapy is almost impossible by clinical methods and we have found laparoscopy of great value.
Surgery cannot be the final answer to treatment unless ovarian cancer can be diagnosed at a much earlier stage than can be achieved by palpation, and efforts to bring about such early diagnosis are valuable and should be encouraged: concentration of such cases in centres equipped for all forms of cancer therapy should be the first step in improving our present disappointing results.
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Surgical Aspects
My interest in this subject arose during an investigation into the subsequent progress of patients previously subjected to surgery for treatment of neoplastic ovarian cysts. The vast majority of these were benign, but those found to be malignant had a surprisingly good prognosis (Roberts & Haines 1965) .
We expect any patient with carcinoma of the ovary to have a poor prognosis and this expectation is probably the spur which stimulates us to attempt a radical operation and clear the pelvis. This radical operation, however, consists only of hysterectomy in addition to bilateral oophorectomy, and I wonder whether this has a logical basis.
Surgery gives its best results when a tumour such as a benign lesion or a lesion of low malignancy is excised completely, and its worst when an inadequate radical operation is done for an obviously malignant tumourhere it may accelerate the progress of the disease. The aim of surgery should be wide local removal or removal of the primary tumour together with its lymphatic drainage. We are unwilling and unable to remove Unclassified, e.g. anaplastic the para-aortic glands, so surgery for carcinoma of the ovary is of necessity local. The question is how local? This is often a consideration of great importance in young women, where most of these problems arise.
It is appreciated that hysterectomy is not now a surgical insult and is only rarely the cause of increased morbidity or mortality as compared with oophorectomy but, when both ovaries and the uterus have been removed in a relatively young woman, the patient will either guess or know she is suffering from cancer, often with resulting emotional disturbance.
The figures on which these remarks are based come from the Chelsea Hospital for Women, the Samaritan Hospital for Women and St George's Hospital, and others which will be quoted suggest that unilateral oophorectomy gives results as good as oophorectomy plus hysterectomy.
These conclusions are not, however, shared by the Australians McGarrity & Scott (1967) . In their statistical analysis of ovarian cancer they found that the more extensive the surgery the better the prognosis. Their crude five-year survival figure is approximately the same (32%) as most recorded series nevertheless, and carcinoma confined to one ovary has a five-year survival rate of 82 %.
The International Federation of Gynicology and Obstetrics have approved a system of staging the disease and also a histological classification (Table 1) . No doubt these will play an increasing part in our recording and understanding of the disease; they should also help in management.
The first point about treatment is shown by figures from the Samaritan Hospital: out of 189 cases it was possible to remove all the growth in the pelvis in only 81 cases (43 Y.); so biopsy or palliative removal of masses is all that is possible in slightly more than halfthe patients.
Growth Confined to One Ovary-Treated by Unilateral Oophorectomy In my experience of 20 cases, 16 are still alive without recurrencethree-quarters of them younger than 40 at time of operation. It is
